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1. Do you need to see a doctor within the next 60 days?  

  d Yes d No

2. Do you take 3 or more prescription medicines each day?  

	 	 d Yes d No

Health Information Form
For Medi-Cal Health Plan Members

 You are receiving this form because 
you are enrolling in a new Medi-Cal 
health plan. Your new plan will use this 
form to make sure you get needed care.

 Filling out this form is voluntary. 
You will not be denied care based on 
your confidential answers. Only Health         
Care Options and your new plan will see 
this form.

 Please fill in the circle with black or 
blue pen for the answers that apply to 

you. Complete one form for each person 
in your family who is enrolling in a new 
Medi-Cal health plan. 

Please return completed form with 
your Medi-Cal Choice Form or mail 
separately to:

California Dept. of Health Care Services 
Health Care Options - PO Box 989009  
West Sacramento, CA  95798

MU_0003754_ENG1_0110CONFIDENTIAL

 123456789 123456789

Member Name (print): 

|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|

Member’s Date of Birth: |____|____| - |____|____| - |____|____|  

Today’s  Date: |____|____| - |____|____| - |____|____|

Name of Person Completing Form: 

|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|____|  

    

J O H N  A  S A M P L E

 0 1  0 1  0 1
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3. Do you see a doctor regularly for a mental health condition such as 
depression, bipolar disorder, or schizophrenia? 

  d Yes d No 

4. Do you see a doctor regularly for a chronic medical condition? 
 Fill in all that apply.

5. Have you been to the emergency room two or more times in the last 12 
months? 

  d Yes d No

6. Have you been admitted to the hospital in the last 12 months? 
  d Yes d No

7. Have you needed help with personal care, such as bathing, getting 
dressed, or changing bandages in the last 6 months?

  d Yes d No

8. Are you using medical equipment or supplies, such as a hospital bed, 
wheelchair, walker, oxygen, or ostomy bags? 

  d Yes d No

9. Do you have a condition that limits your activities or what you can do?
  d Yes d No

10. Are you pregnant?
  d Yes d No 
  If so, are you currently seeing a doctor for this pregnancy? 
  d Yes d No

The answers you provide will be sent to your health plan when you are eligible for 
Medi-Cal and Managed Care. If you think you need to bee seen by a doctor anytime 
before the plan contacts you, you should seek care at that time.

 d Asthma
 d Cancer
 d Cystic Fibrosis
 d Diabetes
 d Heart Problems
 d Hepatitis
 d High Blood Pressure

 d HIV or AIDS
 d Kidney Disease
 d Seizures
 d Sickle Cell Anemia
 d Tuberculosis
 d None
 d Other 

 |____|____|____|____|____|____|____|____|
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